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Coil Embolization of a Left Circumflex Feeder Branch
in a Patient With a Mediastinal Paraganglioma
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cal premature ventricular contractions (110/h)
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1346cardiogram, the patient achieved 12 METs, 85% of maxi-
mum predicted heart rate, with no ischemic electrocar-
diogram findings or stress-induced wall motion abnormalities.
He had a short run of supraventricular tachycardia during
stress that spontaneously resolved. Due to progression of
his dyspnea, he was referred for coronary angiography,
which revealed no angiographic evidence of coronary
artery disease. However, a large tortuous vessel, originat-
ing from the proximal left circumflex artery, was visual-
ized coursing superiorly toward an enhancing extracar-
diac mass lesion (Fig. 1A). Contrast-enhanced computed
omography of the thorax revealed a 2.8  2.3  3.6 cm,
heterogeneous, hypervascular mass adjacent to the left
atrium and abutting the left superior pulmonary vein
(Fig. 1B). A positron emission tomography scan showed
the mass to be intensely radiotracer-avid with a standard
uptake value maximum of 21.3 (Fig. 1C). The treatment
strategy was to gain hemostatic control before surgical
Figure 2. Coronary Angiography and Intraoperative Photograph
(A) Intracoronary coil implantation: coronary angiography after implantation o
photograph demonstrating an intrapericardial mass involving left inferior pulmresection. The patient underwent percutaneous coronarycoil embolization of the tumor feeder branch with trans-
catheter placement of 9 platinum detachable coils (Mi-
croPlex Coil System, Terumo Medical, Somerset, New
Jersey) with dramatic reduction in distal blood flow (Fig. 2A).
The patient then underwent surgical resection via a left
thoracotomy. The pericardium was incised, revealing the
mass adjacent to the left inferior pulmonary vein at its
junction with the left atrium (Fig. 2B). Anatomic left
lower lobectomy was performed with en bloc resection of
the mass. Of note, intraoperative manipulation of the
mass resulted in severe hypertension, suggesting a func-
tional tumor. Pathology revealed a paraganglioma with
negative margins.
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